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This fine article reminded us of two patients of ours, both admitted in our ward for psychiatric symptoms secondary to extracranial cancers with undiagnosed brain metastasis.
Case Report 1: A 70-year-old woman was seen in an outpatient psychiatric consultation setting after 1 week of mood elevation, sexual disinhibition, and delusional misidentification syndrome. She was being medicated with sertraline and mirtazapine for depression, plus anastrozole for breast cancer relapse prevention. The patient was admitted in our psychiatric hospital for the treatment of a bipolar manic episode. We found cognitive impairment with amnesia, disorientation, dysgraphia, and dyscalculia. Blood work, urine tests, and chest radiography were normal. Electroencephalography was diffusely slow, suggesting encephalic dysfunction. A brain computerized tomography (Figure 1(a) ) disclosed left temporal and occipital intra-axial expansive lesions. Admitting psychiatric disorder secondary to breast cancer with brain metastasis, the patient was transferred to a general hospital, but passed away before any neurosurgical procedure was performed.
Case Report 2: A 40-year-old woman was seen in the emergency room after 1 week of having a depressed mood with delusions of ruin, agitation, and suicidal ideation. In the last 25 years, she had been treated with different types of medication for drug abuse and personality disorder. The patient was admitted in our psychiatric hospital for the treatment of bipolar mixed state. We found ataxia, apathy, and disorganized behavior. Her blood work and urine tests were normal. The chest radiography suggested a 5 cm nodule in the upper lobe of the right lung, highly suggestive of pulmonary neoplasm. Electroencephalography was diffusely slow, suggesting encephalic dysfunction. The computerized tomography brain scan (Figure 1(b) ) revealed masses at subcortical left frontal and periventricular right occipital locations. Admitting psychiatric disorder secondary to lung cancer with brain metastasis, the patient was transferred to a general hospital, but passed away before any neurosurgical procedure was performed.
Since the 16th century, with the practice of performing human autopsies for academic purposes, brain tumors have been associated with mental symptoms. Classic studies have shown how psychiatric symptoms have been overlooked for the diagnosis of brain tumors, with many neurologically silent brain tumors being accidentally detected during psychiatric evaluation. More recently, Madhusoodanan et al. have been publishing important papers regarding this problem, 2 bringing international attention to the topic of psychiatric symptoms secondary to brain tumors.
There are two types of brain tumors: primary (up to 75%) and secondary (up to 25%), the latter being more often associated with neuropsychiatric symptoms; although there may be an association between location and psychiatric symptoms, it is difficult to predict the symptoms based on the location or vice versa. Some symptoms of brain lesions may depend on the functions of the networks underlying the affected areas, with significant association being found between mood symptoms and frontal tumors, as probably happened with both of our patients. But more importantly, we should always be aware of the following: Despite all the available evidence, we still find undiagnosed brain tumors in psychotic patients coming to us, referred for psychiatric care, so two questions echo in our head:
1. Why are we neglecting the necessary medical work-up of first-episode psychosis?
2. Why in the age of brain scans is a brain tumor still mistaken for a psychiatric illness? 5 
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